Background: Spiritual care is an integral part of holistic care. Its delivery should be based on patients' spiritual needs. Objectives: This study aimed to explore the interprofessional dimensions of spiritual care for chronically ill patients. Methods: This exploratory qualitative study was done in Isfahan, Iran, on a purposive sample of 25 participants including patients, family caregivers, nurses, physicians, psychologists, social workers, and religious counselors. Data were collected through semi-structured interviews and analyzed through conventional content analysis. Results: The interprofessional dimensions of spiritual care for chronically ill patients fell into four main themes. The first theme was religious care with the three subthemes of assistance in doing religious rituals, assistance in referring to religious values, and assistance in doing religious activities. The second theme, that is, pastoral care, consisted of three subthemes, namely, assistance in finding the meaning of life/death/illness, assistance in achieving spiritual transcendence, and encouragement to communicate with self and to do spiritual exercises. The third theme was psychological care, the four subthemes of which included assistance in acquiring peace of mind, assistance in accepting and coping with illness, assistance in creating a source of hope, and empathizing with patients. Finally, the fourth theme was supportive care and included the four subthemes of support and assistance to meet basic needs, continuity of care after hospital discharge, providing patient and family education, and respecting patients. Conclusion: Spiritual care has different dimensions. Its delivery necessitates adequate knowledge and expertise, close interprofessional collaboration, effective teamwork, and efficient patient referral system.
Introduction
H ealth is a holistic concept and includes all existential dimensions of human beings, including physical, mental, social, and spiritual. The spiritual dimension is supposed to affect all other dimensions. [1] Spirituality gives chronically ill patients a feeling of significance. [2] These patients usually suffer from alterations in their relations and experiences, [3] and therefore, they need comprehensive care services which specially focus on their spiritual needs. [4] Yet, there are many uncertainties about spiritual care delivery, particularly about the most competent persons to deliver it, the degree to which they spiritual care delivery. [6] [7] [8] Interprofessional collaboration can improve the quality, availability, and efficiency of care. [9] [10] [11] Therefore, further clarification of spiritual care and the roles of different members of the health-care team can facilitate effective spiritual care delivery. [12] Islam is the dominant religion in Iran. It introduces spirituality as the basis of human evolution. [13] The most critical aspect of spirituality among Muslims pertains to the understanding of the meaning of human entity and human relationship with God. [14] On the other hand, Quran, the holy book of Muslims, recommends Muslims to cooperate. [15] Moreover, Islam makes Muslims accountable to their parents and requires them to treat them respectfully. Given the great emphasis of Islam on close interpersonal relationships in families, the needs of chronically ill patients in Islamic societies can be properly fulfilled. [16] Muslims, in turn, consider close intrafamily relationships as a source of peace and hope and a reliable means for need fulfillment. [17] Objectives This study was part of a larger study which aimed to develop a clinical guideline for spiritual care delivery to chronically ill patients. This study dealt with the interprofessional dimensions of spiritual care for chronically ill patients. The main study question was, "What are the expectations of chronically-ill patients from their families and healthcare team?"
Methods

Design and setting
This was an exploratory qualitative study. Qualitative exploration is used to understand and discuss people's views. [18] Study setting consisted of clinics, nursing homes, patients' private homes, and medical hospital wards (including cardiology, endocrinology, cancer, and respiratory care wards) in four teaching and nonteaching hospitals in Isfahan, Iran. Around 99% of people in Isfahan are Muslims and 1% is Christians, Jews, and Zoroastrians.
Sampling was performed purposively with maximum variation to recruit 25 participants including patients, family caregivers, nurses, physicians, psychologists, social workers, and religious counselors. Inclusion criteria for patients were an age of 20 or more and affliction by chronic health conditions (such as diabetes mellitus, cancer, cardiovascular or pulmonary diseases, or disability). Moreover, inclusion criteria for family caregivers were an age of over twenty and companionship with patients during hospitalization. For health-care professionals, the only inclusion criterion was a work experience of >3 years.
Data collection was done in May-November 2016 through semi-structured interviews. Interviews with patients, health-care providers, and family caregivers were opened using, respectively, the following statements: "Please speak about your nonphysical problems and your current needs and expectations;" "Please speak about your experiences of chronically ill patients' needs and expectations and providing spiritual care to them;" and "Please speak about your patient's nonphysical problems and his/her current needs and expectations." Following participants' answers to these statements, pointed questions were asked for further clarification. Examples of pointed questions were "How does the patient deal with this problem?" and "What makes the patient calm?" One participant was interviewed twice and the others once. Interviews ranged in duration from 40 to 60 min. All interviews were recorded using an MP3 recorder.
Ethical considerations
Before each interview, the intended interviewee was asked to read and sign the informed consent form of the study. Interviews were anonymized using numerical codes. Participants were assured of their right to voluntarily withdraw from the study. Moreover, they were ensured that they would have access to psychological support if they experienced any negative consequence as a result of participation in the study. Of course, the study had no negative consequence for participants, and none of them requested psychological support.
Data analysis
Data analysis was done using the conventional qualitative content analysis approach proposed by Graneheim and Lundman. [19] Immediately after conducting each interview, the first author listened to it twice and made a word-by-word transcript of it. Then, the interview transcript was divided into meaning units, and the units were coded, compared with each other, and grouped into primary subthemes. After that, the first and the second authors independently read and compared subthemes and categorized them into main themes according to their similarities and differences. Finally, they compared their generated themes and developed a shared set of subthemes and themes. After 26 interviews with 25 participants, the data became saturated, that is, no new data were obtained from the interviews. Yet, two more interviews were done with a patient and a nurse to ensure saturation. These two interviews yielded no new data.
Different techniques were used to ensure trustworthiness. For instance, member checking was done by asking two patients, one nurse, and one religious counselor to review and confirm our interpretations of the raw data. Moreover, during peer checking, the results of our analyses were reviewed and confirmed by ten experts in the areas of spirituality, qualitative research, and chronic diseases. The experts were external to this study. Transferability was ensured through sampling from different age groups, educational levels, and fields of study. Moreover, two nurses and two physicians who were external to the study but had the same experiences as study participants were invited to review and confirm the similarity of our findings to their own experiences. External audit was also performed by an experienced qualitative researcher.
Results
Study participants were 14 patients, nine health-care professionals, and two family caregivers -25 in total. Half of the participating patients were male. Moreover, two were single, and 12 were married. Patients were ten Muslims, two Christians, one Jew, and one Zoroastrian. On the other hand, all health-care professionals were Muslims and had a work experience of 15 years, on average. Seventeen interviews were conducted with patients and family caregivers and nine with health-care professionals.
In total, 14 subthemes were generated and grouped into the four main themes of religious care, pastoral care, psychological care, and supportive care. Together with their subthemes, these main themes are explained in what follows.
Religious care
All participating patients expected God to help them and expected health-care professionals to be attentive to their religious needs. The three subthemes of this theme are as follows.
Assistance in doing religious rituals
Patients desired to do religious rituals such as lying facing toward kiblah and observing purity. They expected health-care professionals to help them do their religious rituals. A nurse mentioned: The patient said, "How can I say prayers in hospital. How can I expect God to help me, while I cannot carry out His commands." We, the nurses, need to take care of these issues (EP2).
Assistance in referring to religious values
Participating patients' religious values were repentance, request for forgiveness, and compensation for previous wrongdoings. They needed health-care professionals' help and support to preserve these values. A religious counselor said: "The patient is worried. He constantly reviews his past actions and seeks forgiveness from God. He needs help" (EP4).
Assistance in doing religious activities
Reciting Quran, reading prayer books, appealing to holy Imams, and performing good deeds were among patients' religious needs. The fulfillment of these needs necessitates necessary facilities and the help of health-care professionals. A nurse highlighted: "We put prayer books in the ward. Religious rituals are also held in the hospital. All facilities for worshiping are available to patients. Nonetheless, we occasionally ask patients about any other religious needs" (EP1).
In Iran, there are religious counselors in hospital settings and when needed, patients are referred to them by physicians and nurses. Yet, effective religious care necessitates closer collaboration among nurses, physicians, and religious counselors.
Pastoral care
Chronically ill patients face considerable challenges in understanding the meaning of life and hence, they need counseling.
Assistance in finding the meaning of death/life/illness
Patients always find it difficult to understand the meaning of life/death/illness. Assisting them in finding the meaning of these phenomena is the responsibility of healthcare professionals. A patient with respiratory failure noted: "I keep thinking 'Why me?' I didn't deserve it. Those who are so cruel are healthy. Is God really fair?" (PP8).
Assistance in achieving spiritual transcendence
Spiritual growth and transcendence were among the needs of chronically ill patients. The fulfillment of these needs necessitates recommendations by health-care providers to patients about relying on God, appealing to holy Imams, and maintaining dignity and self-esteem.
A religious counselor said: "The patient thought he should have been very bad that this problem happened to him. He needed to change his attitude towards illness" (EP3).
Encouragement to communicate with self and to do spiritual exercises
Participating health-care professionals recommended some spiritual exercises for patients to do privately to solve their perceptual challenges and problems. A psychologist said: "It is our duty to encourage them for positive self-talk and also to direct their thoughts and perceptions towards positive things. These strategies are needed to prevent their thoughts from turning into negative ones" (EP8).
Offices in Iranian health-care settings have been established to provide pastoral care to patients. Yet, effective pastoral care delivery necessitates closer collaboration between health-care professionals and religious counselors.
Psychological care
Patients need psychological care to achieve peace of mind, feel hopeful, and accept and cope with the status quo. This main theme included four main subthemes which are as follows. Assistance in creating a source of hope Sometimes, patients seek or create sources of hope. Health-care professionals can create a happy environment for patients and help them find sources of hope and happiness. A patient with heart failure said: "When I become seriously ill, my children immediately take me to hospital and my wife continuously takes my pulse throughout our way to hospital. Their concern over my health gives me hope and tells me that I should stay alive and become healthy. These things make me happy" (PP2).
Assistance in acquiring peace of mind
Empathizing with patients
Participating patients expected their families to treat them kindly, their relatives to visit them regularly, and health-care providers to talk to them positively. A psychologist expressed: "The only thing we can do for the peace of patients is to empathize with them, listen to them, help them, and show them that they are not alone" (EP8).
Specialized psychological care services in Iranian health-care settings are provided by psychologists. However, as patients express their psychological needs primarily to nurses, physicians, and family caregivers, all people who are in direct contact with them need to assess their needs and if indicated, refer them to psychologists.
Supportive care
Patients with chronic illnesses suffer from different problems, and hence, they need supportive care.
Support and assistance to meet basic needs
Medical support from different sources (such as the community, workplace, insurers, charities, and associations) is of paramount importance to the health of chronically ill patients. The wife of a cancer patient said: "He has a constant fear over drug prescriptions which are not covered by insurance. Again, I thank the charity for its help" (CP2).
Continuity of care after hospital discharge
To achieve desired treatment outcomes, effective measures are needed to alleviate patients' concerns respecting postdischarge care continuity and care delivery at homes. A patient with diabetic foot said: "I'm always preoccupied with what will happen to me after hospital discharge. I don't have anybody to care for me at home" (PP5).
Patient and family education
Chronically ill patients and their family caregivers need educations about end-of-life care, doing daily activities, and adhering to treatments. One of the participants said: "I always fear death. I don't know what will happen to me after discharge. I need an expert to visit me at home or at least train me about self-care" (PP9). Supportive care delivery in Iranian health-care settings necessitates greater collaboration among doctors, nurses, and social workers.
Respecting patients
Discussion
The delivery of religious care, as a dimension of spiritual care, necessitates special attention to patients' religious rituals and values because they may have no hope for recovery. Health-care providers need to avoid inquisition but have to find evidence of religiosity in their patients. Together with religious counselors, they should plan for religious care delivery. [20] Religious counselors also need to teach health-care providers about religious care delivery and attempt to fulfill patients' religious needs. [21] Pastoral care is also important for patient health, particularly in stressful conditions. [22] Religious counselors [23] and psychologists [24] can play significant roles in helping patients resolve their meaning-related conflicts and challenges.
When there is a need to help patients achieve peace, accept the status quo, or regain hope, then psychological care is strongly linked to spiritual care. [25] In fact, psychological care complements spiritual care. [26] On the other hand, supportive care helps patients manage their concerns and learn about their underlying conditions and problems. Charities, non-governmental organizations, community-based organizations, insurers, and social workers can help and support chronically-ill patients to afford health-care costs. [27] Health-care providers in the present study believed that interprofessional collaboration is essential for achieving the expected outcomes of spiritual care. An earlier study also reported that interprofessional collaboration needs to be taken into account in assessing patients' needs and developing care plans and policies. [28] Given the crucial role of spiritual care in care quality and patient satisfaction, health-care providers should be trained and supported to provide quality spiritual care. [29] One study limitation was that the study sample was consisted mainly of Muslims, and therefore, the results may not reflect the spiritual needs of other religious groups and minorities.
Conclusion
The study findings highlight that due to the life-threatening complications and the debilitating effects of chronic conditions, spiritual care is of great importance to chronically-ill patients' health and well-being. Spiritual care is a multidimensional care, the different dimensions of which complement each other. Moreover, spiritual care delivery necessitates adequate knowledge and expertise, close interprofessional collaboration, effective teamwork, and efficient patient referral system. Further studies are needed to determine the spiritual needs of other religious groups in Iran and to specify the requirements of effective spiritual care delivery to chronically ill patients.
